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Abstract: Background: Little is known about the effectiveness of trauma-focused therapies for
memories of events not meeting the A-criterion of post-traumatic stress disorder (PTSD). Objective:
Determining the effect of EMDR therapy on memories of emotional abuse, neglect and other types
of adverse events in patients with a personality disorder (PD). Method: We conducted a secondary
analysis of the data from our study, which aimed to determine the effectiveness of five sessions of
EMDR therapy in 49 patients with a PD. Patients were divided into three different groups depending
on their most prevalent type of adverse event. Data were analyzed with Generalized Estimating
Equations. Results: Of all patients, 49% reported emotional neglect, 22.4% emotional abuse and 26.5%
other types. Only one patient reported memories that predominantly fulfilled the A-criterion of
PTSD. After five sessions of EMDR therapy, medium to large treatment effects for memories related
to neglect (ds between 0.52 and 0.79), medium treatment effects for memories involving emotional
abuse (ds between 0.18 and 0.59) and other types of adverse events were found (ds between 0.18
and 0.53). No significant differences in symptom reduction associated with the application of EMDR
therapy among memories involving these three different types of adverse events could be revealed.
Conclusions: The results support the notion that EMDR therapy is not only an effective therapy
for memories related to A-criteria-worthy events, but that it also has a symptom-reducing effect on
memories involving other types of adverse events. This suggests that EMDR might be a valuable
addition to the treatment of PD without PTSD.
Keywords: personality disorder; EMDR; neglect; abuse; adverse events
1. Introduction
Prevalence rates for psychological trauma among patients with personality disorders
(PDs) are high [1]. A history of childhood maltreatment is disproportionately prevalent [2,3].
Development of PDs has been found to be associated with a history of various types of
(childhood) adverse events, such as physical and sexual violence [4], emotional abuse [5]
and emotional and physical neglect [3]. Furthermore, there is evidence to suggest that
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patients who experienced adverse events in their childhood are at risk of developing
difficulties in attachment, which is an important psychological determinant of PDs [6–8].
In addition, exposure to multiple forms of childhood abuse, such as emotional abuse, has
been found to be associated with the development of inadequate emotion regulation skills,
including rumination and a lack of emotional acceptance [5], which are also considered
risk factors for the development and maintaining of PDs [9].
Given the relatively high level of exposure to adverse childhood events in patients
with PDs, it could be hypothesized that treating and processing the memories of these
events will decrease symptoms and symptom clusters typically associated with PDs, such
as problems with regulation of emotions, low self-esteem, social withdrawal, avoidance
and mistrust. Indeed, several studies showed that trauma-focused therapy was associated
with an improvement of symptoms of comorbid PDs in patients fulfilling the diagnostic
criteria of PTSD [10–12]. However, many individuals with a PD do not meet the diagnostic
criteria for PTSD because their memories do not meet the A-criterion of the DSM-5 PTSD
classification [13] that defines the index trauma as ‘exposure to actual or threatened death,
serious injury or sexual violence’.
Although trauma-focused therapy has been found to be effective for patients reporting
memories that are typically related to the A-criterion of PTSD (such as physical and sexual
violence), it is not logical per se that other types of memories respond in a similar way.
For example, a study focusing on memories associated with individuals’ low self-esteem
in patients with an anxiety disorder (without PTSD) showed that competitive memory
training [14] was superior to EMDR therapy. The authors suggested that the memories may
not be sufficiently emotionally charged for EMDR therapy to be effective: ‘Alternatively,
perhaps negative self-beliefs are rooted in cognitive belief systems that are less characterized
by emotionally charged and fearful memory representations and, are as a consequence less
sensitive to EMDR’ [14]. Indeed, studies on emotionally neutral memories suggest that
EMDR therapy is less effective when memories are less emotionally charged [15,16].
Since adverse memories involving emotional abuse and neglect are highly prevalent
in patients with a PD (with 73% reporting abuse and 82% reporting neglect) [17], it is
important to explore the effects of EMDR therapy on these different memory types [18,19].
The results of a randomized controlled study of patients with a PD who did not fulfil the
diagnostic criteria of PTSD showed that resolving memories of adverse childhood events
using EMDR therapy led to a significant overall reduction in symptoms [18]. Because the
type of index memories experienced by patients involved not only physical and sexual
abuse but also emotional neglect and emotional abuse, the purpose of the current study
was to determine the differential effect of EMDR therapy on these memory types. We
hypothesized that patients would experience significantly less psychological symptoms,
psychological distress and personality dysfunctioning after the application of EMDR
therapy for all types of memories. In contrast, we expected no difference in symptom
reduction after TAU between the types of memories.
2. Methods
2.1. Participants
The present study is based on the data of a randomized controlled trial (NL7470) in
which the beneficial effects of EMDR therapy in patients with a PD without PTSD were
investigated (https://www.trialregister.nl/trial/7470, accessed on 9 January 2019) [18]. All
procedures involving the trial were approved by The Medical Ethics Committee, Southwest
Holland, registered as NL61845.098.17. Patients from three outpatient clinics of a special-
ized psychiatric institute in the Netherlands, GGZ Delfland (locations Delft, Naaldwijk
and Ypenburg, The Netherlands), participated in the study. All subjects provided written
informed consent. In total, a sample of 97 patients with a PD was included. Patients were
randomly allocated to either EMDR therapy (n = 51) or a waiting list control condition
(n = 46). After five weeks of EMDR therapy or five weeks of waiting list, patients in
both conditions received TAU for their PD. Patients could participate in the study if a
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PD as a primary diagnosis could be diagnosed according to the Diagnostic and Statisti-
cal Manual of mental disorders (DSM-5) criteria, and if they were aged between 18 and
65 years old. A good command of the Dutch language was needed. Patients with a PTSD
were excluded from the study. Other exclusion criteria were a high suicide risk (defined




To classify a PD, the Structured Clinical Interview DSM-5 [20] was administered. The
MINI International Neuropsychiatric Interview [21] was used to rule out patients with PTSD.
2.2.2. Memories of Adverse Events
The order of the memories for the EMDR therapy [22] was structured in a case
conceptualization. In the first session, targets were selected based upon the patient’s
current symptoms and memories of worsening or etiological adverse events specified in
a timeline. For the purpose of this study, the most prevalent type of adverse event per
patient was identified. Then, the memories of the patients were divided into three different
groups, i.e., those involving: (1) emotional abuse (i.e., psychological maltreatment and
non-physical aggression), (2) emotional neglect (emotional deprivation or the absence of a
nurturing emotional environment) and (3) other types of adverse events. Only one patient
experienced adverse events predominantly meeting the A-criterion. For this reason, this
category was not included in the analyses.
2.3. Outcome Measures
2.3.1. Psychological Symptoms
Measurements took place after randomization at baseline, after five weeks and at a follow-
up after three months. The Brief Symptom Inventory (BSI) [23] was used to measure the
severity of psychological symptoms. The BSI consists of 53 items and has good psychometric
properties [24]. This self-report questionnaire assesses the overall psychological distress level,
the intensity of symptoms and the number of self-reported symptoms.
2.3.2. Psychological Functioning
The Outcome Questionnaire-45 (OQ-45) [25] determines the level of psychological
functioning. Three domains of functioning were reported by patients: symptom distress,
interpersonal relations and social role performance. This self-report questionnaire of
45 items has good psychometric properties [26].
2.3.3. Personality Dysfunctioning
During the trial, it was decided that the measurement of the global level of personality
dysfunctioning would be added. As a result, a subsample of 28 patients in the EMDR
therapy group completed the General Assessment of Personality Disorder (GAPD) [27,28].
This self-report questionnaire evaluates two major components of disordered personality
(self or identity problems and interpersonal dysfunction). High scores reflect a high level
of personality dysfunctioning.
2.4. Treatment and Treatment Training
EMDR therapy is a trauma-focused therapy. While performing a concurrent (dual-
attention) task, patients have to simultaneously apply their attention to a disturbing
memory (EMDR therapy is described at: https://www.emdria.org/about-emdr-therapy/,
accessed on 2 March 2021). In this study, the standard EMDR therapy protocol [29,30] was
used consisting of eight phases. An average of five memories of adverse events (targets)
per person were treated during the trial. After processing one memory (i.e., Subjective Unit
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of Discomfort = 0; Validity of Cognition = 7), EMDR therapy continued by targeting the
memory of the next adverse event on the timeline.
All therapists were trained and experienced in conducting EMDR therapy. They had
completed at least an EMDR Europe-accredited training of the Dutch EMDR Association.
During the study, all therapists participated in supervision sessions in a small group led
by an EMDR Europe-accredited trainer (AdJ) in which adherence to the EMDR protocol
was verified.
3. Statistical Analysis
Data were analyzed using the Generalized Estimating Equations (GEE) approach [31];
these data included patients in the EMDR group. In total, 49 patients were included in the
analysis. All analyses were based on the intention to treat. A GEE approach was used to
deal with the repeated measurements. GEE allows adjustment for correlations between
observations. In this study, the working correlation matrix was specified as ‘exchangeable’.
The mean difference per memory type was divided by the pooled standard deviation to
calculate the effect sizes. Cohen’s d was used to assess the magnitude of effect. An effect
size of ≤2 was considered as a small effect, 0.5 as a medium effect and ≥0.8 as a large
effect. The differences between the three groups divided according to memory type were
analyzed with chi-square tests.
The main parameter of interest was the difference in symptom reduction after the
EMDR sessions between the baseline measurement and the post-treatment measurement
for the most prevalent memory type on the outcome measures psychological functioning
(measured with the OQ-45) and psychological symptoms (measured with the BSI). The
GAPD was completed using a subsample (n = 28) of the patients in the EMDR group to
measure personality dysfunctioning. The second parameter of interest was the difference
in symptom reduction after three months of TAU per memory type. p-values of <0.05 were
considered statistically significant. Data analysis was performed with SPSS version 27.
4. Results
4.1. Sample Characteristics and Types of Memories
In Figure 1, the flow chart of participants through the trial is shown, including the
dropout and loss to follow-up. Only one patient reported memories that predominantly
fulfilled the A-criterion of PTSD and was not included in the analysis.
In total, 49 patients were included in the analysis. For one patient, no target selection
could be carried out because she discontinued treatment due to an occupational reason. For
two patients, target selection took place, but they did not receive EMDR therapy because
they lacked sufficient time. One patient withdrew from therapy after session #2 because
she experienced no distress related to the chosen memories. One patient stopped after
session #3 for unknown reasons. Table 1 shows an overview of the sample characteristics
of the EMDR therapy group only and the prevalence of the different memory types.
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Table 1. Characteristics of patients receiving EMDR (n = 49).
Variable EMDR Group









Borderline PD 12 (25.5%)
Avoidant PD 12 (25.5%)
Histrionic PD -
Narcistic PD -
PD OS 19 (37.3%)
Obsessive compulsive PD 6 (11.8%)
Dependent PD -
Types of memories
Emotional abuse 11 (22.4%)
Neglect 24 (49%)
Other memories 13 (26.5%)
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Chi-square analyses showed that PD type (p = 0.851), age (p = 0.497) and gender
(p = 0.247) were not associated with the type of adverse memory. Of all 49 patients, 49%
reported emotional neglect, 22.4% emotional abuse and 26.5% reported other types of
memories of adverse events as the most prevalent type of trauma. Table 2 presents the
descriptive statistics of the GEE for the three types of memories.
Table 2. Descriptive statistics of the GEE of patients receiving EMDR and the three separate memory types.
Effect Size d at
Post-Treatment
Effect Size d from PT to
3 Months FU






d CI Interval d CI Interval p-Value (GEE) of theDifference over Time
Total sample
OQ-45 49 87.15 (21.11) 74.35 (23.86) 69.07 (27.60) 0.57 0.16–0.97 0.20 −0.19–0.60 <0.001
BSI 49 1.48 (0.74) 1.23 (0.67) 1.06 (0.68) 0.35 −0.05–0.75 0.25 −0.15–0.64 <0.001
Type of memory
OQ-45
Neglect 24 91.61 (17.68) 77.66 (18.26) 75.99 (24.24) 0.78 0.18–1.35 0.08 −0.49–0.64 <0.001
Emotional abuse 11 84.55 (20.39) 73.27 (17.54) 63.78 (28.27) 0.59 −0.28–1.42 0.40 −0.46–1.23 0.005
Other 13 85.31 (20.09) 72.12 (28.55) 67.43 (23.59) 0.53 −0.26–1.30 0.18 −0.60–0.94 <0.001
BSI
Neglect 24 1.58 (0.66) 1.25 (0.66) 1.22 (0.76) 0.52 −0.06–1.09 0.05 −0.51–0.62 0.018
Emotional abuse 11 1.44 (0.71) 1.25 (0.57) 0.99 (0.59) 0.29 −0.56–1.12 0.46 −0.41–1.29 <0.001
Other 13 1.41 (0.68) 1.20 (0.71) 0.98 (0.63) 0.31 −0.47–1.07 0.33 −0.46–1.09 0.002
BSI = brief symptom inventory; OQ-45 = outcome questionnaire 45; BL = baseline; PT = post-treatment.
Figures 2–4 show mean pre- and post-treatment scores for the three types of memories
of patients that received EMDR treatment.
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4.2. Effects of Treatment
4.2.1. Overall Treatment Effects
The overall effect on symptoms related to patients’ PD has already been demonstrated
in our previous publication [18]. After five sessions of EMDR therapy, participants reported
sig ific nt pre-to-post red ctions in psychological symptoms (d = 0.42), psychological
dysfunctioning (d = 0.69) d pers nality dysfunctio ing (d = 0.41). The resent GEE
analysis c nfirmed these findings of our main analysis [14], showing significant reductions
in psychological symptoms (p < 0.001), psychological dysfunctioning (p < 0.001) and
perso ality ysfunctioning (p < 0.014; see Table 2).
4.2.2. Memories of Emotional Abuse
Regarding memories of emotional abuse, significant pre- to post-treatment effects
were found. Small to medium treatment effects were found for psychological functioning
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(d = 0.59, CI; −0.28, 1.42), and small treatment effects were observed for psychological
symptoms (d = 0.29, CI; −0.56, 1.12) and personality dysfunctioning (d = 0.18, CI; −1.09,
1.43; see Table 2).
4.2.3. Memories of Emotional Neglect
After the five sessions of EMDR therapy for memories of neglect, significant pre- to
post-treatment effects were found with medium to large treatment effects for psychological
functioning (d = 0.78, CI; 0.18, 1.35), psychological symptoms (d = 0.52, CI; −0.06, 1.09) and
personality dysfunctioning (d = 0.79, CI; −0.83, 2.17; see Table 2).
4.2.4. Other Adverse Memories
For memories other than those related to emotional abuse or neglect, significant pre-
to-post reductions were found with small to medium treatment effects for psychological
functioning (d = 0.53, CI; −0.26, 1.30), psychological symptoms (d = 0.31, CI; −0.47, 1.07)
and personality dysfunctioning (d = 0.18, CI; −1.23, 1.56; see Table 2).
4.2.5. Differences among the Three Memory Types
No significant differences in symptom reduction, including psychological functioning,
psychological symptoms and personality dysfunctioning, were found between the three
types of memories. Table 3 presents the relevant parameter estimates of the GEE analysis.
Table 3. Parameter estimates of the GEE analysis with reference category Other Targets.
Fixed Effects OQ-45 Fixed Effects BSI
Est/Beta SE 95% CI WaldChi-Square p Est/Beta SE 95% CI
Wald
Chi-Square p
Intercept 85.31 5.57 74.39–96.23 234.32 <0.001 1.4 0.19 1.04–1.79 1.78 <0.001
Neglect 6.3 6.64 −6.71–19.31 0.90 0.343 0.17 0.23 −0.29–0.63 0.53 0.465
EA 0.76 8.30 −17.03–15.50 0.08 0.927 0.03 0.29 −0.53–0.59 0.01 0.922
Post-








1.92 6.06 −9.96–13.79 0.10 0.752 0.03 0.14 −0.24–0.29 0.04 0.852
Follow-up −17.88 4.46 26.62–9.13 16.05 0.000 −0.43 0.13 −0.69–−0.18 10.93 0.001
Neglect
Follow-up 2.26 6.31 −10.11–14.64 0.13 0.720 0.07 0.20 −0.32–0.46 0.11 0.738
EA
Follow-up 2.89 7.97 −18.51–12.72 0.13 0.716 −0.02 0.18 −0.37–0.32 0.02 0.901
Model Fit Model Fit
QIC 60,424.259 72.171
BSI = brief symptom inventory; OQ-45 = outcome questionnaire 45; EA = emotional abuse.
4.2.6. Results at 3-Month Follow-Up
Table 2 also presents the descriptive statistics of the GEE for the three categories of
memories and their effect sizes at the 3-month follow-up compared to post-treatment.
By the 3-month follow-up, patients had received three months of TAU for their PD (i.e.,
schema-focused therapy, emotion regulation therapy and competitive memory training
for PD). Small treatment effects were found for memories related to emotional neglect for
psychological functioning (d = 0.08, CI; −0.49, 0.64), psychological symptoms (d = 0.05,
CI; −0.51, 0.62) and personality dysfunctioning (d = −0.29, CI; −1.51, 0.98). Regarding
memories of emotional abuse, medium treatment effects were found for psychological
functioning (d = 0.40, CI; −0.46, 1.23), psychological symptoms (d = 0.46, CI; −0.41, 1.29)
and personality dysfunctioning (d = 0.32, CI; −0.43, 1.06). For memories involving other
types of adverse events, small to medium treatment effects were found for psychological
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functioning (d = 0.18, CI; −0.60, 0.94), psychological symptoms (d = 0.33, CI; −0.46, 1.09)
and personality dysfunctioning (d = 0.20, CI; −0.79, 1.17).
5. Discussion
Perhaps one of the groups least represented in therapy outcome research is that
belonging to adult survivors of emotional abuse and emotional neglect in childhood. The
results of the present study show that a brief track consisting of five sessions of EMDR
therapy focused on memories related to emotional abuse and other adverse events yielded
small to medium effect sizes, whereas those involving emotional neglect yielded medium to
large effect sizes. No significant differences in symptom reduction regarding the processing
of these different types of memories could be detected.
Although, in line with our hypothesis, no differences regarding the effects of EMDR
therapy among memories of different types of adverse events were found, after three
months of TAU, effect sizes of evidence-based TAU (preceded by EMDR therapy) were
modest. Most evidence-based psychotherapies for PDs have a long duration, and it is
widely believed that more sessions are required [32,33], which may be a reason why
patients improve later during TAU—an effect that was not yet measurable at the 3-month
follow-up. Moreover, EMDR therapy already led to an improvement in symptoms and
functioning, making it possibly harder to detect a larger difference at the follow-up. In this
study, the treatment integrity of TAU was not measured and TAU was not standardized,
which could also have influenced treatment outcome.
Our findings are in line with research focusing on the effectiveness of EMDR therapy
in different patient groups both with [12,34] and without PTSD [35,36]. Regarding the
latter, a study that investigated the effectiveness of 6–8 sessions of EMDR therapy among
26 patients diagnosed with a depressive disorder, whose memories involved non-A-
criterion traumatic events (i.e., parental neglect, loss, and broken relationships), led to a
significant reduction in symptoms of depression and PTSD [36]. The present results are
also in accordance with a study showing beneficial effects of EMDR therapy in individuals
with memories involving both typical A-criterion-worthy and non-A-criterion-worthy
events (i.e., social rejection, being bullied, rejection, divorce, loss of job, humiliation or a
painful incident at the dentist) [37]. Half of the 64 patients were diagnosed with PTSD,
whereas the other half met the diagnostic criteria of another mental health condition. The
application of EMDR therapy was associated with significant reductions in emotionality
and vividness of memories, with no differences between patients experiencing memories
of typical A-criterion-worthy events and memories of non-A-criterion-worthy events [37].
Hence, these results support the notion that EMDR therapy is an interesting option for
resolving unprocessed memories for those pertaining to other mental conditions, such
as PD.
How should we interpret the remarkable finding in this study that patients who
reported memories of events that meet the A-criterion of PTSD were almost completely
absent in our sample? There is a wide array of literature showing that people who have
been exposed to non-traumatic events, i.e., distressing life events that do not meet the
A-criterion, report levels of PTSD symptoms comparable to people exposed to events
meeting the A-criterion [38–40]. Considerably less information in the literature is avail-
able about the opposite research question, namely, how likely it is that individuals not
meeting the diagnostic criteria of PTSD will report memories of events that meet the
A-criterion of PTSD. It is conceivable that if one excludes individuals with PTSD, one
also excludes people who report memories of A-criteria events. Another interpretation of
the finding that, in our sample of 49 patients, only one single person reported memories
predominantly meeting the A-criterion is that people without PTSD are less likely to report
A-criteria-worthy events, for example, due to the simple fact that they do not suffer from
the consequences of it (e.g., they do not experience flashbacks or avoidance behavior). An
alternative explanation for the under-representation of A-criterion memories in our sample
is that the psychologists who referred patients to the study, and knew that PTSD was an
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exclusion criterion, unconsciously and undesirably excluded the patients who reported
A-criteria-worthy events. In future research, it would be interesting to measure severity of
PTSD symptoms.
Several limitations of this study should be addressed. Firstly, because this is a sub-
analysis of a treatment–outcome study [18], we did not conduct a power analysis. Therefore,
it cannot be ruled out that a lack of statistical power explains why we were unable to detect
significant differences among memory types. Furthermore, it should be noted that due
to the relatively small sample sizes, the confidence intervals of the effect-sizes for the
different memory types are wide. This suggests that there is considerable uncertainty
about the magnitude of the effects. Nevertheless, all point estimates are in the positive
direction, lending support for a change over time, as demonstrated by the GEE analyses.
Moreover, for ethical reasons, traumatic memories of patients in the control group were not
inventoried, which made a comparison with the control group impossible. Secondly, we
categorized patients based upon their most prominent type of memory, which might have
caused a bias in the memory selection. No objective questionnaire for inventorying the
memories was used. Thirdly, as indicated before, no comparison could be made between
memories of events fulfilling the A-criterion of PTSD and those that did not. Accordingly,
in future research, it would be interesting to compare the effectiveness of EMDR therapy in
relation to memories involving events meeting the A-criterion of PTSD and those that do
not. Among the strengths of the current study, we consider the inclusion of a wide diversity
of memories related to adverse events, patients from three different outpatient clinics and
a wide variety of PDs to have enhanced the external validity of the present results. More
than 70% of the patients included in this study had been diagnosed as having two or more
secondary mental health conditions, making it a representative example of clinical practice
in specialist health care. This is also the first study that has evaluated EMDR therapy as a
stand-alone treatment after five sessions.
6. Conclusions
The results provide further support for the notion that EMDR therapy is not only an
effective therapy for memories related to A-criteria-worthy events, but that it also has a
symptom-reducing effect on memories involving emotional abuse, emotional neglect and
other types of adverse events. This suggests that EMDR might be a valuable addition to
the treatment of patients with a PD without PTSD.
Author Contributions: Conceptualization, A.d.J., A.S. and L.H.; methodology, J.v.d.P.; formal anal-
ysis, J.v.d.P.; investigation, A.S. and L.H.; data curation, J.v.d.P. and L.H.; writing—original draft
preparation, A.d.J., A.S. and L.H.; writing—review and editing, A.d.J., K.S., A.S., J.v.d.P. and L.H.;
visualization, L.H.; supervision, A.S. and A.d.J.; project administration, L.H. and A.S.; funding
acquisition, L.H. All authors have read and agreed to the published version of the manuscript.
Funding: This research was funded by the GGZ Delfland Psychiatric Institute in Delft, The Nether-
landswhich played no role in the design of the study; in the collection, analysis or interpretation of
the data; or in writing the manuscript.
Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Medical Ethics Committee South West Holland
(protocol code NL61845.098.17 at 9 January 2019).
Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.
Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable.
Conflicts of Interest: De Jongh reports personal fees from teaching activities and books about trauma
and its treatment, and has been a board member of the Dutch EMDR Association and the EMDR
Europe Association.
J. Clin. Med. 2021, 10, 4333 11 of 12
References
1. Lobbestael, J.; Arntz, A.; Bernstein, D.P. Disentangling the relationship between different types of childhood maltreatment and
personality disorders. J. Personal. Disord. 2010, 24, 285–295. [CrossRef] [PubMed]
2. Johnson, J.G.; Cohen, P.; Chen, H.; Kasen, S.; Brook, J.S. Parenting behaviors associated with risk for offspring personality disorder
during adulthood. Arch. Gen. Psychiatry 2006, 63, 579–587. [CrossRef] [PubMed]
3. Johnson, J.G.; Smailes, E.M.; Cohen, P.; Brown, J.; Bernstein, D.P. Associations between four types of childhood neglect and
personality disorder symptoms during adolescence and early adulthood: Findings of a community-based longitudinal study. J.
Personal. Disord. 2000, 14, 171–187. [CrossRef]
4. Grover, K.E.; Carpenter, L.L.; Price, L.H.; Gagne, G.G.; Mello, A.F.; Mello, M.F.; Tyrka, A.R. The relationship between childhood
abuse and adult personality disorder symptoms. J. Personal. Disord. 2007, 21, 442–447. [CrossRef]
5. Burns, E.E.; Jackson, J.L.; Harding, H.G. Child maltreatment, emotion regulation, and posttraumatic stress: The Impact of
Emotional Abuse. J. Aggress. Maltreatment Trauma 2010, 19, 801–819. [CrossRef]
6. Niemantsverdriet, M.B.A.; Slotema, C.W.; Blom, J.D.; Franken, I.H.; Hoek, H.W.; Sommer, I.E.C.; van der Gaag, M. Hallucinations
in borderline personality disorder: Prevalence, characteristics and associations with comorbid symptoms and disorders. Sci. Rep.
2017, 7, 13920. [CrossRef]
7. Voestermans, D.; Eikelenboom, M.; Rullmann, J.; Wolters-Geerdink, M.; Draijer, N.; Smit, J.H.; Thomaes, K.; van Marle, H.J. The
Association Between Childhood Trauma and Attachment Functioning in Patients With Personality Disorders. J. Personal. Disord.
2020, 35, 554–572. [CrossRef]
8. Seo, J.; Choi, J.Y. Social defeat as a mediator of the relationship between childhood trauma and paranoid ideation. Psychiatry Res.
2018, 260, 48–52. [CrossRef] [PubMed]
9. Kuo, J.R.; Khoury, J.E.; Metcalfe, R.; Fitzpatrick, S.; Goodwill, A. An examination of the relationship between childhood emotional
abuse and borderline personality disorder features: The role of difficulties with emotion regulation. Child Abus. Negl. 2015, 39,
147–155.
10. Bovin, M.J.; Wolf, E.J.; Resick, P.A. Longitudinal associations between posttraumatic stress disorder severity and personality
disorder features among female rape survivors. Front. Psychiatry 2017, 8, 6. [CrossRef] [PubMed]
11. Markowitz, J.C.; Petkova, E.; Biyanova, T.; Ding, K.; Suh, E.J.; Neria, Y. Exploring personality diagnosis stability following acute
psychotherapy for chronic posttraumatic stress disorder. Depress. Anxiety 2015, 32, 919–926. [CrossRef]
12. Slotema, C.W.; Wilhelmus, B.; Arends, L.R.; Franken, I.H. Psychotherapy for posttraumatic stress disorder in patients with
borderline personality disorder: A systematic review and meta-analysis of its efficacy and safety. Eur. J. Psychotraumatol. 2020, 11,
1796188. [CrossRef]
13. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders (DSM-5®); American Psychiatric Pub.:
Arlington, VA, USA, 2013.
14. Staring, A.B.P.; Van den Berg, D.P.G.; Cath, D.C.; Schoorl, M.; Engelhard, I.M.; Korrelboom, C.W. Self-esteem treatment in anxiety:
A randomized controlled crossover trial of Eye Movement Desensitization and Reprocessing (EMDR) versus Competitive
Memory Training (COMET) in patients with anxiety disorders. Behav. Res. Ther. 2016, 82, 11–20. [CrossRef] [PubMed]
15. Littel, M.; Remijn, M.; Tinga, A.M.; Engelhard, I.M.; van den Hout, M.A. Stress enhances the memory-degrading effects of eye
movements on emotionally neutral memories. Clin. Psychol. Sci. 2017, 5, 316–324. [CrossRef]
16. van den Hout, M.A.; Engelhard, I.M. How does EMDR work? J. Exp. Psychopathol. 2012, 3, 724–738. [CrossRef]
17. Battle, C.L.; Shea, M.T.; Johnson, D.M.; Yen, S.; Zlotnick, C.; Zanarini, M.C.; Sanislow, C.A.; Skodol, A.E.; Gunderson, J.G.; Grilo,
C.M.; et al. Childhood maltreatment associated with adult personality disorders: Findings from the Collaborative Longitudinal
Personality Disorders Study. J. Personal. Disord. 2004, 18, 193–211. [CrossRef] [PubMed]
18. Hafkemeijer, L.; de Jongh, A.; van der Palen, J.; Starrenburg, A. Eye movement desensitization and reprocessing (EMDR) in
patients with a personality disorder. Eur. J. Psychotraumatol. 2020, 11, 1838777. [CrossRef] [PubMed]
19. Grossman, F.K.; Spinazzola, J.; Zucker, M.; Hopper, E. Treating adult survivors of childhood emotional abuse and neglect: A new
framework. Am. J. Orthopsychiatry 2017, 87, 86. [CrossRef]
20. First, M.B.; Williams, J.B.; Karg, R.S.; Spitzer, R.L. Structured Clinical Interview for DSM-5 Disorders—Clinical Version (SCID-5-CV);
American Psychiatric Association: Arlington, VA, USA, 2016.
21. Sheehan, D.V.; Lecrubier, Y.; Sheehan, K.H.; Janavs, J.; Weiller, E.; Keskiner, A.; Schinka, J.; Knapp, E.; Sheehan, M.F.; Dunbar,
G.C. The validity of the mini international neuropsychiatric interview (MINI) according to the SCID-P and its reliability. Eur.
Psychiatry 1997, 12, 232–241. [CrossRef]
22. De Jongh, A.; Ten Broeke, E.; Meijer, S. Two method approach: A case conceptualization model in the context of EMDR. J. EMDR
Pract. Res. 2010, 4, 12–21. [CrossRef]
23. De Beurs, E.; Zitman, F. De brief symptom inventory (BSI). In De Betrouwbaarheid en Validiteit van een Handzaam Alternatief Voor de
SCL-90; Leids Universitair Medisch Centrum: Leiden, The Netherlands, 2005.
24. Akhavan Abiri, F.; Shairi, M.R. Validity and Reliability of Symptom Checklist-90-Revised (SCL-90-R) and Brief Symptom
Inventory-53 (BSI-53). Clin. Psychol. Personal. 2020, 17, 169–195.
25. Lambert, M.J.; Finch, A.E. The Outcome Questionnaire. In The Use of Psychological Testing for Treatment Planning and Outcomes
Assessment, 2nd ed.; Lawrence Erlbaum Associates Publishers: Mahwah, NJ, USA, 1999; pp. 831–869.
J. Clin. Med. 2021, 10, 4333 12 of 12
26. De Jong, K.; Nugter, M.A.; Polak, M.G.; Wagenborg, J.E.; Spinhoven, P.; Heiser, W.J. The outcome questionnaire (OQ-45) in a
Dutch population: A cross-cultural validation. Int. J. Theory Pract. 2007, 14, 288–301. [CrossRef]
27. Livesley, W.J.V. General Assessment of Personality Disorder (GAPD); Department of Psychiatry, University of British Columbia:
Vancouver, BC, Canada, 2006.
28. Berghuis, H. General Assessment of Personality Disorder (GAPD); Version 2007; Symfora Groep: Amersfoort, The Netherlands, 2007.
29. Shapiro, F. Eye Movement Desensitization and Reprocessing: Basic Principles, Protocols and Procedures, 3rd ed.; Guilford Press: New
York, NY, USA, 2018.
30. De Jongh, A.; Ten Broeke, E. Handboek EMDR: Een Geprotocolleerde Behandelmethode voor de Gevolgen van Psychotrauma (Handbook
EMDR: A Protocolled Treatment for the Consequences of Psychotrauma); Swets & Zeitlinger: Lisse, The Netherlands, 2012.
31. Ziegler, A. Generalized Estimating Equations, 1st ed.; Springer: New York, NY, USA, 2011.
32. Lambert, M.J. Bergin and Garfield’s Handbook of Psychotherapy and Behavior Change; John Wiley & Sons: New York, NY, USA, 2013.
33. Leichsenring, F.; Rabung, S. Long-term psychodynamic psychotherapy in complex mental disorders: Update of a meta-analysis.
Br. J. Psychiatry 2011, 199, 15–22. [CrossRef]
34. de Jongh, A.; Amann, B.L.; Hofmann, A.; Farrell, D.; Lee, C.W. The status of EMDR therapy in the treatment of posttraumatic
stress disorder 30 years after its introduction. J. EMDR Pract. Res. 2019, 13, 261–269. [CrossRef]
35. Doering, S.; Ohlmeier, M.-C.; De Jongh, A.; Hofmann, A.; Bisping, V. Efficacy of a trauma-focused treatment approach for dental
phobia: A randomized clinical trial. Eur. J. Oral. Sci. 2013, 121, 584–593. [CrossRef] [PubMed]
36. Gauhar, Y.W.M. The efficacy of EMDR in the treatment of depression. J. EMDR Pract. Res. 2016, 10, 59–69. [CrossRef]
37. De Jongh, A.; Ernst, R.; Marques, L.; Hornsveld, H. The impact of eye movements and tones on disturbing memories involving
PTSD and other mental disorders. J. Behav. Ther. Exp. Psychiatry 2013, 44, 477–483. [CrossRef] [PubMed]
38. Gold, S.D.; Marx, B.P.; Soler-Baillo, J.M.; Sloan, D.M. Is life stress more traumatic than traumatic stress? J. Anxiety Disord. 2005, 19,
687–698. [CrossRef] [PubMed]
39. Mol, S.S.; Arntz, A.; Metsemakers, J.F.; Dinant, G.J.; Vilters-Van Montfort, P.A.; Knottnerus, J.A. Symptoms of post-traumatic stress
disorder after non-traumatic events: Evidence from an open population study. Br. J. Psychiatry 2005, 186, 494–499. [CrossRef]
40. Anders, S.L.; Frazier, P.A.; Frankfurt, S.B. Variations in Criterion A and PTSD rates in a community sample of women. J. Anxiety
Disord. 2011, 25, 176–184. [CrossRef] [PubMed]
